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Resident #39 wili be evaluated by p
F 221 | 483.13(a) RIGHT TO BE FREE FROM Fazi| o Attachment 1) and Director of 2{4[13
s58wD | PHYSICAL RESTRAINTS erapy {Attachment 1} and Directo
Nursing will complete a Restraint
Thoe resldent has the right (o be free from any Assessinent Form {Attachment 2). The
physical resiraints imposed for purposes of
discipline or conveniencs, and not required fo other corrective action will be
troat the resident’s medical symploms. | completed by Independent Contractor

per CMS letter (Attachment 3},

This REQUIREMENT s not met as evidenced
by:

Basad on observations, staff and family
interviews and record reviews, the facility failed to
identify medicai symptoms for 1 of 3 samplad
resldents wilh restralnts and failad to implemsent
systemalic approaches to reduce
restraints{Resldents #39).

Facility policy titted, " Restraints" dated '

713012041, read in part: " residents havs the right *
ta be free from restraints that are not medically
necessary or are used for the pumoese other than
resident beneflt or safety. Restraints shall be
used oply where alternative methods ase not
sufficient to protect residents or others from Injury
and are not a substitute for lass restrictive forms
of protecllve restraint. All residents would have an
assessment parformed to determing the safety
and protaciive neads of the resident prior to the
application of restraint or medical proteciive
devices. Sscllon identified as restraint must be!
selected only when other less rastrictive
measyras have bean found to be ineffective {o
protect the resident or ofhers from harm, A
physician ' s order, written modification to resident
*s care plan and the condition of the restralned
resident must he continually assessed, monitored
and reevaluated. In addition, restraint verification
of the order for restraint that Included rationale for

LARGRATORY DIRECTOR'S OR PROVIDERISURPLIER REPRESENT, GMATURE (X6} DATE

TALE
——__ AADAL st i 2»/7//3

Any defliclency slatement anding with an asterisk ('} denotes a deficlency which the lastitution may be excused from correcting providing it Is datermined that
olher safeguards provide sufficlent proteciion to the pallents, {See instnuctions.) Except for nursing homes, the findings slated above are disclosable 20 days
following the date of survey whether of not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made avaifabdle {0 the facifity. i deficlencies are cited, an approved plan of correction fs requizite to continued
progrant parlkipation.
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rastraint, length of ime and type of restraint to be
used and the extremily or bedy pari{s} to be
restrained. Determine If allernative. Loss
resiriclive methods have baen allempted,
howaver were Ineffective and explain to
resldentfamily the plan and rationale for using
resltraints and the conditionfbehavior required for
release from restraint.

Resldent #39 admitited to the facllity on 2/17/09
and readmillad 10/5/12, The dlagnoses Included
congssted heart fallure, alzheimer dementia,
hypertension, pacemaker , and ostecarthritis. The
Minimur Data Sel{ MDS) dated 11£1/12,
indicated short and long term memory and
declslon making impairment. She required
oxtensive {o toal assistance wilit acitivies of dally
Hiving. Resident #39 was also coded as c¢hair to
prevent rising and with upper body contracutres.

Review of last rehabllilation svalualicn dated
5125110, revealed that Resident #39 was
assessed for positioning and demonstraled good
upright positloning In a standard with chair with a
cushion. There was no indication a assessment
was done for the use of lapbuddy or any othar
devica.

The physiclan's order dated 9/8/11, documsnted
the lap buddy when in wheelchalr to prevent
risingfleaning forward. There was no indicated of
the duratfon or frequancy for the use and removal
of resiraint documented. Review of the festraint
consant dated 9/9/11, for the use of lap buddy or
bed bolster pad, revealed the reason for the use
of the dovices was dus {0 Resident #38 leans in
whaelchalr. The signatures on the decument did
nol include the resident and/or representative or

Fa221
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physician.

Review of the care plan dated 11/7/12, identified
the problem as; Resident #39 had the polential
for discomfori, injury and loss of autonomy
refated to the use of bolster pads and tap buddy
when in wheelchalr. The goal Inclided that
Rosident #3% would be free from discomfort and
injury and autonomy would be mainlainad at
highest possibls level. The approaches Includad
Resident #39 would bs reminded to use the ¢all
fight for assistancs, exercise to maintaln range of
motion, attend activilles and provide adequate
stimulatfon and assess for least restclive
rostraint. There was no frequency of when o
apply or remove the restraint documentsd,

Dining observation on 1/8/13 at 11:42AM,
Residont #38 was soaled at the dinlng room table
with lap buddy In place. Resident #39 was
asslsted with the meal by the DON who preparad
the meal and blew on the resident " s food before
serving her several bites. The DON stood over
Resident #39 for 10 minutes while she fed After
10 minutes of feeding Resident#39, the lapbuddy
was removed and a pillow was put In place.
Residenti##39 was repositioned without difficulty
and did not have any involuntary movements or
lean in any directions.

During an chsevalion on 1/9/13 at 8:07AM to
8:48AM, Resldent #39 was being fod with lap
buddy In place. Resident #39 did not have splint
on right hand or palm guard in left hand.

During & maatl observation on 1/10/13 at 8:00AM
to B:28AM, Resldent#39 was sealed in
whasichalr without lapbuddy, wheelchair was

F 221
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facing the wall and not under the table.
Resident#38 was bsing fed from a side angle
position. Resldent#39 was geated in an up right
position without leaning In elther direction while
slaff fed breakfast. She had a wash cloth in left
hand and no splint on right, NA #2 fed Resident
#39 and there was no teaning in any directlon, no
involuntary of reptitive movements and no
behaviors. Resldent #39 was very calm and
cooperalive. The right arm was hanglng over arm
rost in refaxed postion without splint and or hand
rolifpaim guard in left hand.

Review of the care area assessment(CAA) for
acllvilles of daily living, falls, restraints and
incontinence dated 11/1/12, revealed thal
Rasldent #39 required sxtensive te total
assislance wilh ADL ' s, mobllity, transfers and
locomotlon once In the wheslchair off the unit,
Resident #38 did not ambulate. Resident #39 had
confractures and splinis were applied and range
of mation was not identified. The restraint CAA
revealed that It would be proceeded to care plan
due to potential for Injuries related to use of
rosiraints. The CAA did not identify they type of
resiraint being used or the applicationfremoval
frequency.

The form lilled pre-physical restraint and
reduclion assessments dated 2/8/10 through
9H7/11, revealad tha restraint device was a lap
buddy used for leaning forward and safely. The
medical symptom which led to the consideration
of the physical device and least restriclive
measured to be usad was left blank. Resldent
#38 required extensive assistance with bed
mobility and transfers, incontinence of howel and
bladder. Review of the pre-rastraining evalualion

F221
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dated 2/1/12, documanted no change. Additional
review of ihe interdiscipiinary progress noles
dated 3/1/12, through 12/10/12, documented that
resident had lap buddy In place due to Jeaning
forward and for safely. There was no further
indication of what the assessment of evaluation
Included for tha attempts or reduction of the
restralnt or refarrals to therapy department for
least restriclive device. There was no
documentation of mathods or tools used o
assess the coniinuation or medical indication for
the restraint,

Review of lhe nurse's notes from 2/23/12 through
1£19/13, revealed that Resident #39 had not had
any falls from the bad or wheelchair, Addlfional,
review of the record revealed there was no
documented behaviors of leaning forward,
repetitive movement!s or referrais o therapy for
evaluation of positioning. Review of the fails risk
form did not document any falls for past two
years,

During an interview on 1/9/13 at 2:40PM, the
occupational therapist{OT) indicated that bed
bolster and lap buddy was family preference. The
nursing department was responsible for
svalualing and assessing the use of the lep
buddy.

During an interview on 1/9M13 at 2:47PM, the
DON indicated that she was responsible for
resiralnt assessmeontlavaluation and therapy
department did not send orders or referrals they
made recommendations, DON acknowlsdged
that there was no system in place for assessment
of restraints or a specific evaluation procass for
rastralnt assessmoent or referral to therapy. She
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added that a system shouid be in place for
ansuring that restraint efforls were documented
and fo include the frequency and use of
restrainis. Physlclan ' s orders should be clear as
fo whatl was expected for the use of resirainis.

Buring a follow-up interview on 1/9/13 at 3:28PM,
the DON stated that she did not have any
supporting decumentation to suppoit where
Resldent#39 was leaning from the chalir or there
was a concein with excessive movemenis or
attempts of resident gelling out of hed or falling
from bed. She adided that Resident¥#38 had not
been seen by tharapy for any other assessments
or gvaluations since 2009 for the use of the bad
bolsters, lap buddy or splints. She confirmed and
acknowledged the IDT{interdIsciplinary} notes
daled 3/1/12 through 12M10/12, revealed the
resident nesded the lap buddy as a posilloning
device In the wheelchair, There was no Indication
of any observalions of the resident leanlng in any
diraction or had a positioning concern or
evaluation for positicning related to the fap buddy.

During an interview on 1/913 at 4:48PM, N4
indicated thal Resident #39 was fed with the lap
buddy fn place as well {o keep resident In
positlon. She stated she had not sesn the
rosldent slid in the hed, unless she neaded {o be
repositioned per the sign above the bad. She was
reposilionsd svery two hotirs

During an interview on 1/9A3 at 4:53PM,
Nurse#ti indicaled hat she primarily worked
sbeond shift and the resident was put to bad after
meals. Resident would relt from side to side in
bed but does not have repetitive movemanis or
attempts to gst oul of bed. if the rasident stayed

F 224
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up past 7:.00PM, Residant #39 got tired and may
lean slightly forward as though she was tired.
Reaskdenti#39 was seatad in whes!chair during
second shift interviews and she was sieeping in
wheelchair {o the right side arm rast. She had no
rapeliiive movements. Each staff indicated that
the poslilon that resident was in during the
interviews was what she would generally be in
untit she went to meals or hed.

Buring an inferview on 1913 at 4:59PM, NA#S
primary worker second shift indicated that once
the resident was placed in bed she remained in
place. She added ihal the fap buddy was on at all
limes and she did not know when it should be
removed other than bathing/care stc. She
indicated that she had not seen tha rasident lean
In any directions.

During an intorview on 1710113 at 10:46AM, three
family members(included responsible person}
stated that the DON told them that the lap buddy
was put into place bacasue Resident#38 was
leaning and for safely. Family indicated that the
risk facotor of restraint had not been explained
and they did not request the lap bukidy. The
family preference and the resldent preference
was the use of the gerl-chalr because
Resident#39 appeared to more comforiable
rather than the wheslchair, |t was further stated
that Resident #39 did have a preferred side that
she leansad on which was right side, but no-one
hact ever mentioned reassessing her for
nositioning or other typs of wheelchalr, Famlly
mambers know that Resident #39 was
uncomfortable in the wheslchair, but didni really
know why the pilfow{lap buddy) was putinto place
other than what nursing told them and the family
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The facllity must promote care for residents ina
manner and in an environment {hat malntains or
enhances sach resident's dignity and respect in
full recognition of his or her individualRy.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff and family
Interviews and medical record raviews, the facllity
failed to obteln consent for posting of medieal
Information in the residants * rooms for 2 of 2
residents (Residant #25 and #39). Ths faclity
failed to provide a dlgnified dining exparlence for
1 of 3 sampled residents in resiralnis during
meals and blewing on the resident ' s food befors
serving (Resldent #39).

The findings Included

1. Resident # 25 was admiited to the facility on
1012110 with diagnosss including hypertansion,
diabstes, dementia and carebral vascular
disease. Review of the Minimum Bata Set dated
8120112 revealad sevare memory impatiment,
bilateral contractures of upper and lower
extremities.

During an observatien on #7/13 af 12:02PM, a
slgn was posted above Resident #26 bed that
read ATTN: CNA' s{ceriified nursing assistants)
and nurses please remove Resident #25 hand

a0 SUMMARY STATEMENT OF DEFICIENSIES o PROVIDER'S PLAN OF CORREGTION s
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F 221 Continued From page 7 F 221
did not request the lap buddy nor have they seen
Residant #39 without it unless restdent was In
bed. ' . \ :
e
F 241 | 483.15(a) DIGNITY AND RESPECT OF Fo4q|| The signsIn Resident Rooms Number &1{ ‘é{ 3
§5=p | INDIVIDUALITY 25 and Number 39 were removed, All

signage from all other Resident Rooms
have been removed. No signage will
be placed In Resident Rooms without
family written consent (Attachment 4).

Safety Committee will monitor
compliance during monthly walk-
throughs,

Nursing Staff will be in-serviced on the
cited Instances with a dignified dining
experlence. To correct any other
Residents who may have heen
potentlally affected, the In-service will
include all aspects of a dignified dining
experlence {{Attachment 5).

Designated Staff wilt monitor at meal
times any concerns with a dignified
dining experlence. Any findings will be
reported immediately to the Director
of Nursing for correction {Attachment
6). Findings will be reviewed at our
quarterly Quality Assurance Meeting
{Attachiment 7).

FORM CMS-2667(02-99) Previcus Yorstens Cbsolele

EveatID:KIDHN

Fachty ID: 922981 {f continuation shaet Page B of 35




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRIMNTED; 01302043
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (i) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORREGTION IDENTIFICAHON NUMBER:

346209

X2) MULTIPLE CONSTRUGTION
A BUILDING

B.WING

{X3) DATE SURVEY
COMPLEFED

0114012013

NAME OF PROVIDER OR SUPPLIER

BROOKRIDGE RETIREMENT COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE
1199 HAYES FOREST DRIVE
WINSTON-SALEM, NC 27108

[ ) SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EAGH DEFICIENCY MUST BE PREGEDSD BY FULL
TAG REGULATORY ORL.SC IDENTIFYING INFORMATION)

n PROVIDER'S PLARN OF CORRECTION

[
PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAS CROSS-REFERENCED TO THE APPROPRIATE BATE

DEFICIENGY)

F 241 | Confinued From page 8
splints when she was laid down . Thanks,

During an cbservation on 1/9/13 at 9:27AM,

NAdH frestorative Alde was In resident room
assisting nurse with medication adminfsteation.
Slgnage posted above bed: " Alln CNAs and
Nurse please remove Resident #25 hand splints
when she was lald down, Thanks, " Restorative
atde performing range of motlon on Resident #25
stated that splints were on during the day on 1st
shift and when she came in the splinis were on at
nighl. The sign was puf up to remind staff not to
leave splints on at night. The nurse put sign up.
She added that ihis was dicussead with the DON
and sign should have been removad by now,

During an interview on 1/9/13 at 8:54AM, the
DON(director of nursing) stated that verbal
discussions was held with the family regarding
the slgnage for care. Thers was no writlan
documentation of the discussion or agreement to
the pested Information. She Indicated that she
was unawsare {here neaded {o bs documentation
of the consent to post care needs for staff to
perform,

Daning an interview on 1/6/13 at 10:01AM, family
meamber slated that he really didnt know why i{
was there and thal he camo in one day and it was
posted up thore, no one really sald why, he
thought it was to help remind staff what to do.

During an interview on 1/9/13 at 10:54AM, the
Swi{saclal worker) [ndi¢ated there was nothing in
wriling to indicate {family was In agreement for
care needs to be postad on resident walls. SW
added that she was not part of the discussion
whan informalion was postad or aware of when

F 241
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there was a posting unless she had dirsct verbal
contact with the residentfamily.

Review of the medical record for Resldent #25
did not provide documentation of discussion or
permission {or the provision of care to be posted
above the bed. Addittonal, review of the
admission packet did not include consent for
provision of care to be posted in resident rooms,
2. Resldent #39 admillted to the fackity on
2AH17/09 and readmilted 10/ 2. The dlagnoses
included congested hear fallure, alzheimer
dementia, hypertension, pacemaker and
ostaoarthritis, The Minimum Data Sel{ MDS)
dated 11/1/12, indicated short and long term
memory and decision making impairment,

Dinlng observalion on 1/8/13 at 11:42AM,
Resident #39 was seafed at the dining room table
with lap buddy In place and no paim guard or
splints, Resident #39 was assisted with the meal
by the DON who prepared the meal and blew on
the resident ' s food before serving her several
bites. The DON stood ovar Resident #39 for 10
minutes while she fed.After 10 minutes of faeding
Residentf39, ihe lapbuddy was removed and a
pillow was put In place. Resident#39 was
repositioned without difficulty and did not have
any Involuntary movements o7 lean in any
directions.

Burng an obsevation on 1/9/13 at 8:07AM to
8:48AM, Resident #£39 was being fed with lap
buddy in place. Resident #39 did not have splint
on right hand or patm guard In left hand.

During an interview on 1/9/13 at 8:60AM,NA#H
and NA#Z, NA#2, stated that when Resident #39

F 241
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was fed the lap buddy was kept on bacauss the
rasldent would lean lo the side, Boeth staff stated
that the resident could sit In an upright position If
{ho lap buddy was removed at the fable. NA#1
statad that the lap buddy was not reméved unless
Resident #39 was balng ¢changed or put to bed.
She addad that the jap buddy was in place per
family request. Residant #39 has never fallen and
when ihe lap buddy was ramoved Resldent#39
was seated in geri-chair or wheelchiar, resident
would just lean slightly forvrard to reach for
somathing or chew on her clothing proteclor, but
has never fallen foward. There was no splints,
hand rolls or cloths {n lther hand.

During an interview on 1/9/13 al 8.02AM, the
DON, staled ihat the fap buddy was used for
positioning and due to leaning forward and the
rasident had dementla and could not remember
to re position self. She acknowledge and
confirmed that she blew on the residen! food st
becuase she thought it was too hot, She staled
that was nol somelhing she would expect staff to
do. She confirmed That she slood over the
resident and fad the resldent for 10 minutes with
lap buddy in place hefore the resident was
ropositioned with the use of the pillow and lap
buddy removed and later pushed under the table.

During an interview on 1/9/13 at 9:10 AM,NA#3
stated that the lap buddy was removed
sporadiacelly when staff remember to remove it
or when Resident #39 was placed at {he table.
She staied that family wanted the lap buddy and
the primary removat was when Resldent #39 was
provided care or when put to bed, She Indicated
that when the lap buddy was removed she leaned
forward or moved around. She has not had & fall

F 241
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During an observation on 1/9/13 at 9:20AM, a
was sign posted over bed ;: Do not Isave flat on
her back, ralse HOB up at least 30 degrees.
Resldent#39 was seated in room with lap buddy
In place, thers was no involuntary movements
resting on right side arm rest sleep and feet firmly
placed on floor. The blue splint in chair, There
was no hand rols/palm guard in either hand.

During an interview on 1/98/13 at 9:54AM, the
diractor of nursing( DON} stated that verbal
discusslons are held wilh the family regarding the
signage for care. There was no written
documentation of the discussion or agreement to
the posted Informallon. She Indlcated that she
was iinaware there neaded to be documentation
of the consent to post care needs for staff to
perform,

During an interview on 1/9/13 at 10:54AM, the
Swisoclal worker) indicated there was nothing in
writing to Indicate family was in agreament for
care needs {o ba posted on resideni walls. SW .
added ihal she was not part of the discussion
when Information was posted or aware of when
there was a posting unless she had direct verbal
contact with the resldent/family.

During an observation on 1/9/13 at 2:00PM,
Resident#39 lylng In bed with no physical
movament and bed bolster pads In place. The
wash cloth was in lsft hand and splin{ on tight
arm. The bad was elevated per sign above bed.

During an Interview on /913 at 4.48PM, Nitd
Indicated thaf Resident #39 was fod with the lap

F 241
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buddy in place as well to keep residenl In
position. She stated she had not seen the
resident slid In the bad, unless she needed to he
repositioned per the sign above lhe bed. She was
repositioned every tvo hours.

During an interview on 1/9/13 at 4:58PM, NAJ#S
primary worker second shift Indicated that once
the resident was placed it bed she remainad in
place. She added that the resident's bed was
slevated slightly and on occaslon staff would
have to reposition the resident to keep hser head
alevaled per the sign posted above bed. She
added that [he lap buddy was on al all times and
she did not know when i should be removed
other than bathing/care etc. She indicated that
she had not seen the residant [san It any
direciion.

Burlng a meal observalion on /10713 at 8:00AM
to 8:28AM, Resident#39 was seated in
wheelchalr without lapbuddy, wheslchalr was
facing the wall and not under the fable.
Residentd30 was being fad from a side angle
position, Resldent#39 was seated in an up right
positton without leaning in sither direclion while
siaff fed breakfast. She had a wash cloth in left
hand and no splint on right. NA#2 fed Resident
#39 and there was ho lsaning In any dlrection, no
involuntary or reptitive movements and ho
behavlers. Resident #39 was very calm and
cooperative. The right arm was hanging over arm
rast in relaxed postion without splint and or hand
rollfpalm guard in lefl hand.

During an interview on 171013 al 10:46AM, thiee
family members indicated that the famlly had
reporied eplsodes of Residant#39 wheezing and

FORM CMS-2567(02-99) Frevious Versions Obsolete Event 1D;KIDH{

Facifty 10 922951

Il conlinuatlon sheel Page 130l 35




PRINTED: 01/30/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0391
STATEMENT OF DEFIGIENCIES X1} PROVIDERISUPPLIERIGLIA (X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
345209 B WING 01/10/2013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAVE, ZIP CODE
199 HAYES FOREST DRIVE
BROOKRID EMENT COMMUNI
IDGE RETIREMENT ™ WINSTON-SALEM, NG 27106
X4 16y SUMMARY STATEMENT OF DEFICIENGIES p PROVIDER'S PLAN OF GORREGTION 46
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFIGIENGY)
F 241 | Continuad From page 13 F 241
the nursing staff stated they would put the sign
above the bed to remind staff {o elevals the
resident to reduce whaezing and they did not
recuest the Information be posted. Therawas no
family request for the signage posted, came in
one day and the information was postad.
Raview of the medical record for Resident #38
cid not provide documentation of discussion of
permission for the provision of care lo be posted
above the bed. Additional, revlew of the
admisslon packet did not include consent for
provision of care to he posted In resident raoms.
F 279 | 483.20(d}, 483.20(k)(1) DEVELOP F 279

$5=D | COMPREHENSIVE CARE PLANS

A facility must use the resulls of the assessment
to davalop, review and revise the resident's
comprehensive plan of care,

The facifity must develop a comprehenslve care
ptan for each resident that Includes measurable
objectives and timelables to meet a resident's
medical, nursing, and mental and psychososiat
needs that are identified in the comprehensive
assessment,

The care pfan must desciibe the services that are
to be furnished to attaln or malntain the resident’s
highest practicable physical, mental, and
psychosoclal well-being as required under
§483.25; and any services ihat would otherwise
be requirad under §483.25 but are not provided
duoe to the residents exerclse of rights under
§483.10, Including the right to refuse treatment

frequency and duration for
apptication and removal of
and splints (Attachment 8).

appropriate action,

For Resldent #39, a corrected care plan | 5 ' 4 ( 13
has been completed Including the

All other Resident care plans will be
reviewed and any corrections made no
later than February 8, 2013,

Systemically, a random audit whil be
performed by Corporate RAC and
findings reported to Administrator for

Any findings wil be brought to

]

the
restraints

under §483.10(b}(4). quarterly Quality Assurance meeting
{Attachment 7},
1
FORM G5 2567{02:49) Prafous Versions Obsolste EventiD: KI30HH Facity 10: 92201 H contlnuation sheet Page 140f35




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/30/2013
FORM APPROVED
OMB NO. 0938-0391

SYATGMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICEIA
ANI} PLAN OF CORRECTION IDENTIFICATION NUMBER:

345209

(X2} MULTIPLE CONSTRUCTION
A BUILDING

8. WING

{X3) DATE SURVEY
COMPLETED

0111072013

NAME OF PROVIDER OR SUPPUIER

BROOXRIDGE RETIREMENT COMMUNITY

STREETADDRESS, CITY, STATE, ZIP CODE
1199 HAYES FOREST DRIVE

WINSTON-SALEM, NC 27106

4y B
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FUEL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

(8
PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

F 279

Conllnued From page 14

This REQUIREMENT Is not met as evidenced
by:

Based on observation, staff interview and record
raviaw, the facllity falled to develop a
comprehensive care plan with identify
quantifiable, measurable objectives with time
frames for 1 of 3 residents with restraints and
splints.

The findings Included;

Resident #39 admillted to the facliity on 2/17/09
and yeadmitted 10/5/12. The diagnoses included
congested heart fallurs, alzhelmer domentia,
hypertension, pacemaker , and ostecarthritis. The
Minlmum Data Sel{ MDS) dated 11/1/12,
Indicated short and fong term memory and
decision making impairment, She required
extensive to toal assistance with achtivies of daity
living. Resldent #39 was also coded as chair to
prevent rising and with upper body contracutres.
Review of the presented confractuie assessment
dated 2/17/10, identified limited range of molion
of bilateral shoulders, elbows, very limited loft
wrist/fingers, modsrate right wrlst/fingers. There
was no physician order documented for the use
of splints presented.

Review of the care plan dated 11/7/12, identified
the problem as; Resident #39 had the polential
for discomfort, Injury and loss of autonomy
relatad lo the use of bolsler pads and lap buddy
when In whealchair. The goal Included that
Resident {38 would be free from discomfort and
{njury and autonomy would be maintained at
highest possible level. The approaches included
Resldent #39 would be reminded to use the call
light for assistance, exarcise to maintaln rangs of

Farg
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Continued From page 15

mofion, attend activitias and provide adagquate
stimutation and assoss for iaast restriclive
rastralnt, There was no frequency of when to
apply or remove the restraint dotumented,

Review of the care plan dated 14/7/12, did not
address Resldent #3% use of splints, Section
fitled, enabler/phsyclal resivaint idontified the
Intervention as exsrclse to malntaln rangs of
motion, There was no indlcation of frequency for
range of motlon or application of splints,

During an interview on 1/9/13 at 2:47PM, DON
indicated that the care plan should Include the
frequency and duratfon for the application and
romoval of restralnis and splints.

During an interview on 1/9/13 at 4:00PM,
Minimum Data Set{MDS) coordinator indicated
that the frequency and use of the splints and
reslraints would be Included on the care plan to
include when o applyfremove and the resiorative
program would also be on restorallve care plan.
483.25(8)(2) INCREASE/IPREVENT DECREASE
IN RANGE OF MOTION

Based on the comprehensive assessment of a
resident, the facllity must ensure that a resldent
with a Hmited range of motion receives
appropriate treatment and sarvices to Increase
range of motion andfor to prevent further
decrease I range of motion.

This REQUIREMENT is not inat as evidenced
by:
Based on observations, staff and family

F 279
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For Restdent #39, a new care planwas | 2 { ¢ { 1%
completed (Attachment 8). Orders
were obtained from physician for range
of mation and splinting application

{Attachment 9),

For all other Residents, care plans,
assessments, and physician orders
were reviewed to ensure all Residents
needing range of motion and splinting
had the appropriate documentation,

All Residents will be reviewed and

assessed every 30 days.,

Facifty ID: 922994
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Intervisws and record raview, the facllity falled to
oblain physician order for the use of spiints and
assessed/evatuated for 1 of 3 sampled residents
with contraglures. The findings included;

Review of the policy titted " Contractures " dated
7130,2011, read in part; residents of the facllity
would be given care to prevent formatlon and
progression of contractures and deformities
Procedure Included a contracture assessment
would be done and the physlcian notified. If
indicated, orders would be received from the
physician specific to the contraclures and the
resident. The charge nurse would ypdate
document weekly for residents who have
contraciures. Nurse manager or designated
registered nurse would monitor compliance and
notify the altending physician if progression of the
contracture occurs, Restorative program dated
77302011, read In parf; range of motlon was
given at bath time and af bediime to all restdents
needing assistance In aclivitles of dally living,
hand rolls would be used when hands were
contracted or baginning 1o show signs of
contractures.

Resident #39 admilited {o the faciiity on 2M7/09
and readmitted 10/5/12. The diagnoses Included
congested heart fallure, alzhslmer demenlia,
hyperenston, pacemaker , and osteocarthillls. The
Minimum Data Sel{ MDS) dated 11/1/12,
indicatad short and long term memory and
dacision making impairment. She required
extensive to toal assistance with acliivies of dally
living. Resident #39 was also coded as chair to
prevent fising and with upper body contracutres.
Review of the presented contracture assessment
dated 2/17/10, Identified Iimiled range of motion

{Attachment 7.)

documentation will be reviewed at the
quarterly Quality Assurance meeting
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of bilateral shoulders, elbows, very limited left
wilst/fingers, inoderale right wrist/fingers. There
was no physician order documented for the use
of splints presented.

Reviswed of the cccupational evaluation dated
7128110, revealsd splints ordered tolerated 2-8
heurs and reslorative nurse frained in splint
application, right hand goal met and with hand
splint pain in feft hand/fingers.

Review of the care plan dated 11/7/12, did not
address Residant #39 use of splints. Section
snabierfphsycial resiralnl Identified the
Intervention as exercise to maintain range of
motion, There was no Indlcation of frequency for
range of motion or application of spiints.

Review of the care area assessment{CAA) dated
114112 under falls documents: Resident #39
needed much assistance wilh aclivitiss of daily
living due to progressive demantia, Resident was
incontinent... Resldent#39 has contractures to
hands and splints applied. She needs much
assistance with maals and fas oral Intake and
welght monltored. Resident was hot often alert
and never oriented. She has routine skin
assessment and ointmeants.

Dining observation on 1/8/13 at 11:42AM,
Resldent #39 was sealad af the dining room table
with lap buddy In place and no palm guard or
splints, The splint was in a recliner in the reom

Duiing an ohsevalion on 1/9/13 at 8:07AM to
8:48AM, Resldent #39 was being fed with lap
buddy In place. Resident #39 did not have splint
on right hand or palm guard In feft hand.
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During an observation on 1/19/13 at
10:10AM-11:00AM, blue hand splint still lying in
recliner of chalr,

Durlng an interview on 179713 at 10:42AM, NA
indicated that residents that were in the
restorative program there was no scheduled time
fo perform range of metlon exerclse or apply
splints. Splints were applled wher range of
motion was performed as long as they were
applied before 4:00PM, Sscond shift was
responsible for the removal of splints. NA#1
indicated that she was unaware of how jong
Resident #39 should wear the splint or when she
was last svaluated. Resldent#39 had splint for a
long time.

During an observation 1/9M3 at 11:14AM, NAIH
provided range of mollon and aplint application of
right arm to Resident #39 and washcloth In left
hand.

During an observatfon on 1/9/13 at 2:00PM,
Residont#39 lying In bed with no physlcal
movement and bad bolster pads in place. The
wash cloth was In left hand and splint on right
arm. The bed was elevated per sign above bed,

During a meal cbservation on 1/40/13 at 8:00AM
to 8:28AM, Resident#39 was sealed In
whaaelchair without lapbuddy. Residenti#39 was
seated in an up right position without feaning In
either direcilon white staff fed breakfast. She had
a wash cloth In left hand and no splint on right.
NA#2 tad Resident #39 and there was no leaning
in any direction, no involuntary or reptitive
movaments and no behaviors. Resident #3 right

F 318
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arm was hanging over arm rest In refaxed postion
without splini and or hand roli/palm guard in left
hand.

During an Interview on 1/9/13 al 2:40PM, the
occupational therapist{OT} indicated thal if the
refarral form was not in the restorative bock then
the resldent was not being seen by the
department. She added that a physician order
was nacessary for the use of splints. Resident
was last sean for splint application 7/2/10. The
order would include the fraquency and duralion
for splint application and removal, OT reviewed
the restorative book and could not find a referral
or an order for the use or continuation of the
spiints.

Curing an interview on 1/9713 at 2:47PM, the
DON indicated that there was no physlclan's
order for splints and splints should not be applied
without orders. DON acknowledged 1hat there
was no system In plece for assessment and
transition process for restorative to include the
frequency and use of splints, Physlclan ' s orders
should be clear as to what was expected for the
use of splint application.

buring an Interview on 1/913 at 4:48PM, NA#4
indicated thal Residentf!39 supposes lo wear
splints when up and removed when in the bed.

During an interview on 1/9/13 at 4:58PM, NA#S
primary worker second shift indlcated thal she did
not know when the splints were applied to the
resident or when they were removed. She added
If they were on sha would remove them when

F 318
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Continued From page 20

providing care there are fimes they are not on so
she performs her nightly rouline.

During an Intervlew on 1710413 at 10:46AM, three
family membars indicated that they had not seen
Resldent #39 In any splints and did not know
when or how often she was to wear the splints.
Family stated that Resident #39 had not woran
splints In months, they never kasw when they
should be on cause thay were oither In & drawer
or chalr.

483,25{)) DRUG REGIMEN 1S FREE FROM
UNNECESSARY DRUGS

Each resident's drug reglmen must be free from
unnecessary drugs. An unnacessary drug ls any
drug when used in sxcessive dose (Including
duplicate therapy}; or for excessive duration; or
without adequate monitoring; or without adegisate
indications for Its uss; or in the presence of
adverse conssquences which Indicate the dose
should be reduced or discontinued, or any
combinallons of the reasons above.

Basad on a comprehensive assassment of a
resident, the facliity must ensure that residents
who have not used antipsychotle drugs are nol
glvan these drugs unless antipsychollc drug
therapy is necessary to {reat a spacliic condition
as dlagnosed and documantsd In the clinica
record; and residents who uss antipsychotlc

behaviora! interventions, unless clinically
conlralndicalad, In an efforl to discontinue these
drugs,

F 318

F 329

The physician in consultation with the
responsible party immediately
discontinued the use of Haldol for
Resident #12 during Survey,

1

z[sll’ﬁ

For all other Residents, the MDS
Coordinator wlll accurately assess for
unnecessary drug use in Section N of
the Comprehensive Assessment,

The Director of Nursing will consult
with the pharmacist and physicians
monthly to constder gradual dose
reductions,

The pharmacy consultant will report at
the quarterly Quality Assurance
meeting at the success of gradual dose
reduction follow-up {Attachment 7).
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This REQUIREMENT is not met as sevidenced
by:

Based on medical racord review, staff Intarviews
and physiclan Inferview (he facilily failed to
provide indications and Identify target behaviors
for the use of an anlipsychetic medication Haldol
for one of ten sampled residents for unnacessary
medications. Resldent#12

The findings were!

Resident #12 was admitlad on 8/16/2011 with
diagnosis of Alzhelmer ' s disease. Review of the
pharmacy consult report dated 8/30/ 11,
addressed fo the physician, noted a
recommendation for & diagnosis for {he use of
Haldol. Review of the physician' s response,
dated 9/21/11, gave a dlagnosis of Dementla with
assoclated behavioral disturbances.

Review of the phamnacy consult for the month of
Seplember 2012 revealed recommandations to
nursing for target behaviors fo be used on the
behavior monitoring flow sheets.

Review of the Minimum Data Set (MDS) dated
10/18/122, a quarterly, assessed Resldent #12
with no use of antipsychotic medication but did
indicate lhe usa of an antidepressant. The
quarterly MDS assessed no indications of
psychosis, with no physical or verbal behaviors
and no behaviors of rejestion of care.

A care plan dated 10/22/12, Identified a problem
for risk of Injury refated to possible side offects or
adversa reactions of prescrived psychoirople

F 328
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medicalions. The goal Included Resident #12
would not experience any side effects or adverse
reactions of prascibed psychotropic medications.
The approaches for staff to take included
observation for anlipsychaotic side effects of
somnolencs, insomnia, dizziness, constipation,
dry mouth, tardive dyskinesia, dyspepsia,
hyperglycaemia and weighl gain;

adminksier antipsychotic medicallon as
prascribed; consull with pharmacy and physician
or authorized assistant to conslder gradual dose
redustion,

The care plan daled 10/22/12, also ldentified a
problem of a hisiory of anxfaty refaled loa
diagnasls of depression as evidenced by
eplsodes of " whiningfcrying. " The goal
Included Resident #12 would allow staff lo
redirect her to a quist area during each eplsode
of agltatton/anxlousness. The approaches for
staff to take included monitoring of behaviors
ralatad to mood state; agitation with crying and
yalling, initiate behavier monitoring, and obsesve
for patterns. Staff was to provide faclile suppor,
hand holding, etc. If Resident #12 was
exprossing anger with self or athers, staff was lo
alteript to determine the source of anxiety and
encourage appropeiate ouliels for expression.

Review of the * Documentation of Behavior ™
flow shieets for the months of January 2012 to
March 2012 and May 2012 o Decembar 2012
revealad no target behavlors wers ldentifisd for
use of the Haldol. The month of April had “erying”
identified as a target behavlor,

A second request was made to nursing by the
pharmacy consultant on 12/19/12 to use target
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Continued From page 23
bahaviors on the behavior monitoring flow sheels.

Observations of Resident #12 on 1/10/13 at 8:.00
AM revealed she was sitling in dining reom and
no behaviors of yelling observed.

Ohservations on 1/10/13 at 9:44 AM of Resldent
#12 revealed she was in bad and no behaviors of
yelling observed.

An interview with the physician on 1/10/13 al 9:59
AM reveated he had assumed responsibility for
Resldent #12 ' s care on that date. Confinued
interview revesled he would review the medical
racord for the indication(s) of the use of the
Haldot.

Obsorvalions on 1410113 at 10: 11 AM revealed
the restorative alde was working with Resident
#12. The restorative aide appifed heat to the
back of the knees for Residenl 12, Observalions
of the resident during the heat application
revealed no bahaviors were exhibiled. The
restoralive gide reportad Resident #12 had beeit
" orylng " and complained of pain when range of
moifon was attempted 1o her hands. The
restoralive alde had stopped the range of motion
and applied heat lo her knees. The resident had
allowad the restorative alde to stretch the fegs
after hoat application. The restorative alds was
able to stretch Resident #12 * s fags within a few
inches fo the bad surface, Prior fo the heat
application and siretching, the legs were bant at
the khess and nexi to her ¢hest. There were no
bahaviors exhiblted during provision of her care,

Follow up Interview wiith the physlclan on /40113
at 10:15 AM revealed he spoke with the resident's

F 320
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responsible party by phone. The responsible
party Informed him the Haldol had been started
about 4 years ago due to behaviors of
combativenass during care, Since the resident
was no longer axhibiting those behaviors, he
would stop the Haldol and also review other
medications,
Intarview on 11043 al 315 PM with
Administrative staff #1 rovealed she had no _
documentation the pharmacy recommendations - . ! )
for target behaviors had been addressed. On August 1, 2013, all responsible ZI o>
F 3341 483,25(n) INFLUENZAAND PNEUMOCOCCAL F 334 parties will be matled ali current
85D | IMMUNIZATIONS educational Information including
The fachity must devefop policies and procedures henefits, risks, and side effects of
that ensure {hat - recelving the flu and/or pneumococcal
{i} Before offering the Influenza immunization, luded wii b hsent
each resldsnt, or the resident’s legal vaccine. Included wiibe a o
representallve receives education ragarding the form for them 1o sign accepting of
iﬁr’;‘i::fzzggn‘,}oten"a' side effects of the declining the flu and/or pneumocoecal
{ii) Each resldent is offered an influenza vaccine after reviewing the educational
fmmunization October 1 through March 31 materlal.

annually, unless the immunization is medically
conlralndicated or the resident has already been . ,
tmmunized durlng this ime period; Beglnning on August 1, 2013, this
(i) The resident or the resident's legal information will be presented at the

representative has the opportunity to refuse time of admission for new Resldents
immunization; and

(i} The resident's medical record Includes {Attachment 10}.
documentation that indicates, at a minimum, the
following: The percentage of participation will be

{A) That the resident or resldent’s legal .
representalive was provided education regarding discussed at the October quarteriy
the bensfits and potential side effects of Influenza Quality Assurance meeting

Immunization; and
(B) That the resident eilher recelved the (Attachment 7
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Conlinued From page 26

influenza immunization or did not recelve the
Influanza Immunizaiton dus to medical
contraindications or refusal.

The facility must develop poficles and procedures
that ensure that --

{h Before offering the pneumococcal
immunization, each resident, or the resident's
legal representative recelves aducation regarding
the bansfits and polential side effects of the
immunizaiion;

(ii) Each rasident is offered a pneumococcal
immunization, unless the immunlzationis
medically contraindicated or the resident has
already baen immunized;

{il) The rasidant or the resident's legal
representalive has the opportunily to refuse
immunization; and

{iv} The resident's medical record Includes
documentation that indicated, at a minlmum, the
following:

{A) Tha! the resldent or residents fagal
reprosentative was provided education regarding
the benefits and potential side effects of
praumococcal immunization; and

{B) That (he resident either recelved the
pneumococcal Immunization or did not recsive
the pneumococcal immunization due to medieal
contraindication or refusal.

(v} As an allernative, based on an assessment
and practitioner recommendation, a second
preumococcal immunization may be glven after 8
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident’s legal representalive
refuses ihe second immunizetion,

F 334
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This REQUIREMENT s not mel as evidenced
by:

Based on medical record reviews, family
Interviaw, slaff interviow and policy review the
facilily falled to provide docurmented education
prior to administration of the vaccines o one of
six sampled residents for [mmunization review,
Resldent # 16

Findings include:

Review of lhe poliey from the Infection Preventlon
Manual for Long Term Care with a revision date
of *2009" revealod consent forms for Influenza
Vaccine Administration Consent Form. " This
form contained the following information; "
Statement of Informed consent: By signing
below, you agres to the following: ' | have read or
have had expfained to me the Information in this
pamphlst about influenza and influsnza vacelne.

I hrave had a chance 10 ask questions {hat were
answered lo my satisfaction. | believe |
understand the benefits and risks of the influenza
vaccine and ask that the vaccine be givento me
or to the parson named below for who | am
avihorized to make this request. "

Resident #16 was admilted to the factlily on
1112512010 with diagnosis of Hyperiension,
Anxisty, Dopression and Urinary Tract Infaction.
Review of the Minimuim Data Set {MDS) roveated
Rasident #18 had long and short term memory
jmpairment. This MDS documented Resldent
#16 had received the Influsnza vaccine on
1011712012,

F 334
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Review of the madicat records for Residents #16
reveated the consent form did not have
documentation that education was provided to the
responsible party. The immunization Ferm in
Resident #18 ' s medical record documented the
Immunization, date of adminlsteation and lot
nurmber of the medicalton. The provision of
education regarding the influenza vaccine was
not documented on the Immunization Form.
Medical racord review revealed authorization, and
adminisiration, but no education regarding
Influenza andfor pneumecoccal Immuntzations,

Interview on 1/40/13 al 10:35 AM with a family
member of Resldent # 16 revealed she had not
been given educational information before the
influsnza vaceine was administeraed on 10/14/12,

ntarview on 110412 al 3:00 PM with
Administrative nurse #1 revealed education was
provided on admisston. Consent to administer
the influenza vaccine was obtalned each year,
No explanation could be provided as to the
absence of documented education prior to
administration of tha vacelne. Documentation of
sducation could not bs provided for the Resident
#16.

£ 431 | 482.60(b), (8, (e) DRUG RECORDS,

$3=0 | LABEUSTORE DRUGS & BIOLOGICALS

The facillty must employ or obtain the services of
a licsnsed pharmaclst who establishes a systern
of racords of recelpt and disposition of all
controliad drugs in sufficient detail to enable an
accurate reconciiialion; and determines that drug
fecords are In ordor and that an account of all
controllad drugs Is maintained and periodically

F 334

soon as they were found.

£ 431 In-service presented to Nursing Staff
on proper labeling, storage, and
discarding outdated medications

{Attachment 11},
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ltems mentloned were removed as L];[ (5‘ 13

Medication Room and Refrigerator will
be checked nightly by a Staff Nurse
with a check sheet {Attachment 12},

1
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Drugs and blofogleals used In the facliily mustbe
iabeled In accordance with currently accepled
professional pringiples, and include the
appropriate accessory and caulionary
Instructions, and the explration date whaen
applicable,

In accordance with Stale and Federal laws, ths
facifity must slore all drugs and blologicals In
locked compariments under proper temperature
eontrols, and parmit only authorized personnet io
have access to the keys.

The facilily must provide separalely locked,
permanently affixed compariments for slorage of
controlled drugs listed in Schedule H of the
Comprghensive Deug Abuss Prevention and
Control Act of 1976 and other drugs subject {o
abusse, except when the facility uses single unit
package diug distdbution systems In which the
quantity stored is minimal and a missing dose can
be readily detected,

This REQUIREMENT is not mef as evidenced
by:

Based on obsarvations, staff Interview and policy
roviaw the facility faited to discard expired
mulli-dose vial medications and expired
intravenous {luids I one of two medication rooms
{East hall) and malntain one of two medicalion
rolrgaralors at a lemperature of 36 degrees {0 46
degrees Fahrenhell, (East hall)

The findings were:

{Attachment 14).

15}.

{Attachment 7},

returned to the pharmacy. A
Supervisor will check the areas weekly
with a check sheet {Attachment 13).

All check sheets will be turned In to the
Director of Nursing. Compliance will be
addressed at the quarterly Quality
Assurance meeting (Attachment 7).

The medication refrigerators will be
checked nightly for proper
temperatures with a log sheet

The Supervisor will also make weekly
checks for compliance using
temperature log sheet {Attachment

if refrigerator temperatures are not ;
within correct parameters, a
maintenance work order will be
completed {Attachment 16},

Accuracy of medication refrigerator
temperatures will be discussed at the
guarterly Quality Assurance meeting

e —

]
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F 431 | Continuad From pags 29 F 431

Review of the policy " Madication Discard Dales ¥
with a revision date of 7/2012 revaaled the
following instructions for * Special
Storage/Diractions ™ and " Discard Date(s) " :
"insulin Vials: " Refrdgerate, Datefinitial vials
when opened, and discard 28 days after opening.
113

" Misesllansous Tubersol/Aplisol, Tuberculin
PPD vial: discard 30 days after opening.”

1. Buring observalions of medicalion slorage on
the East hall medication room on 1/9/13 al 7:68
AM, the following were found to be explred:

A. Located In a medication back up box in the
refiigerator was a multi-dose vial of novolin 70/30
insulin that was opened and not dated.

B. Abasket with openad mulfti-dose
immunizations:

- Tubersol opened wilh no date and

- ‘Tuberculln purified protein derivative, diluted
Aplisol daled 10/12/12.

C. located in a cablnet were 3 bags of 250c¢
Intravanous thdds (IV) of 9% normal saline
solution, wilh an expiration date of December
2012 and one bag with an expiration date of
Septerber 2012,

Review of a policy " Storage of Refrigerated
Medications ™ that was not dated rovealed “ B.
The temperaiure of all refrigerators containing
medlcations shall be maintalned al {sic) betwesn
36 degree F. to 46 dagres F. "

2. During obssrvations of ihe East hall

FORM CMS.2667{02-99) Provious Verslons Obsolole
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F 431 Continued From page 30

medication room on 1/8/13 at 7:58 AM, the
lemperalure log of the refiigerator for medicalions
was reviewed, The log decumented
lomperatures for each day of the month, Review
of the log revealed the following dates the
temperalures were below the designated 36
degreas F:

- A2f3112 atemperalure of 32 degrees F

- 12/30/12 a temperature of 32 degrees F

- 111113 a temperature of 32 degrees F

- 1813 a temperature of 32 degrees F

- W73 atemperaturs of 34 degrees F,

Interview on 1/8713 at 10:00 AM with
Administralive staff #1 rovealed the mulli-dose
vials had expired and should have been
discardsd. The IV fiulds had expired and should
have been removed.

interview with Administraiive staff #1 was
conductad on /1013 at 1:23 PM. During this
interview, it was oxplained the temperalure range
for the storage of medlcations In the refrigerator
should be belween 36 to 42 degrees F.
Malntenance was not aware of the temperalures
belng out of rangs. [t was her expactaiton the
floor nurses who checked the temperatures
would have informed the maintenance staff,

F 441 483.85 INFECTION CONTROL, PREVENT
ss=n | SPREAD, LINENS

Thae facllity must estabiish and maintain an
infection Control Program designed to provide &
safe, sanltary and comforlabls environment and
to help prevent the development and ransmisslon
of disease and Infection,

F 431

F441

No specific Resldent was identified to ) 2_[ g {i 3
have been affected by the deficlent

practice. Once the Director of Nursing

was notified of the deficlent practice,

NA 82 was reprimanded and the wire

basket was removed from the room

and the haliway.
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{a) Infection Controf Program

The facility must establish an Infection Control
Program under which it -

{1} Investigates, controls, and pravents infections
In the facility;

{2} Decidss what procedures, such as Isolation,
should be appllad to an individual resident; and
{3} Maintains a racord of Incidents and correclive
aclions related to infections.

{b} Preventing Spread of Infaction

{1) When ths infaction Contro! Program
delermines that a resldent needs isolation to
prevent the spread of infection, the facllity must
Isolate the resident.

{2) The facility must prohiblt employses with a
communicable disease or Infacted skin lasions
from direct contact with resldents or their food, if
direct contact will transmit the diseass,

{3} The facillty must require staff to wash their
hands after each direct resldent contact for which
hand washing is indicated by accepted
professional praciice.

(c) Linens

Personnel must handle, stora, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT 1Is not met as evidencad
by:

Based on obssivatlons, stalf Interview and facility
policy review, the facillty falled to transport linsns
to prevent cross contamination by one of five
diract care staff on the 7-3 shift, {Alde #2)

continue for present Staff as well as
new Staff on infectlon Control
including the process of using clean
linen {Attachment 17)..

The Charge Nurse on the unit will
monltor the NA’s use of linen, wearing
gloves outside In the hallway, and
maintaining proper infection control.

“Just in time” tralning on the units for
infection control will continue on-going
by the Supervisors,

All data gathered by in-services will be
taken to the quarterly Quality
Assurance meeting {Attachiment 7),

X4y I SUMMARY STATEMENT OF DEFICIENCIES [0} PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENFIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATR
DEFICIENGY)
F 441 | Continued From page 31 F 44 In-services were completed and will _2[“3{[-5
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F 441

Conlinued From page 32
The findings were:

Revlew of the polloy " Facility Laundry Procadure
Nursing Personnel Procedure " dated 7/30/11
revealed the following instructions for nursing
staff:

"...2. All clean linen will remaln on the clean
finen cart and zipped untll removed for usage.., 5.
Clean linen shall remaln covered and staff to
follow Infaction Control measures when delivering
and removing linen from resident’ s room. 6.
Solled linen shall be bagged and transported
either diractly to the laundry shute {chuts) located
on each Noor or deposited into the soiled linen
containers locatad in the solted iinen rooms on
each floor. "

Observation on 1/10/13 al 8:55 AM revealad a
metal carl was located in room #683. There ware
two residents reslding in the room, The matat
cart contained linen that was stacked for mullipte
residents * use and was left uncovered,
Continued observations ravealed aide #2
removed {inen from the matal cart in room #8683
and transported the finen to room # 681, Akis #2
carrled the linen agaist her clothing. Alde #2
was observed using the linen on the bed for a
resident In room #8871 A.

Observations on 1/10/13 at 9:40 AM revealed
aide #2 was In room #677 changing the tinen on
bad A. The [inen that had been on bed A was
femoved. Alde #2 wes observed leaving room #
677 Awilh her glaves on, procesdad into the hall
and Into room #683. Aide #2 removed a cloth
pad from the stacked linens touching other finens
in the melat cart. Aide #2 returned to room #8677

F 441

FORM CI8.2667(02-99) Provious Varslons Obsolato

Evant ID; KIDH{1

Facilhy 10: 922861

I continvation sheet Page 33 ¢f 35




DEPARTMENT OF HEALTH AND FHUMAN SERVICES

PRINTED: 01/30/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1y PROVIDERSSUPPLIERICEIA {(X2) MULEPLE CONSTRUGTION {X3) DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLEYED
A BUILLDING
8. WING
345209 W 011102013
NAME OF PROVIDER OR SUPPLIER SYREETADDRESS, CiTY, STATE, ZIF CODE
1198 HAYES FOREST DRIVE
BROOKRIDGE RETIREMENT COMMUNITY
WINSTON-SALEM, NC 27108
X4} I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o]
PREFIX, (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULAIORY OR LSG IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
£ 441 Conlinued From page 33 F 441

and placed the cloth pad on the resident's bed in
room# 677 A,

Observations on 1710413 at 10:07 AM revaalsd
aide #2 ramoved personal clothes from the closet
for the resident in room # 683 A. Alde #2 placed
the clothing on lop of the linen In the metal cant,

Observalions on 1/10/13 at 10:45 AM rovealed
Enen lying on the floor beside the resident* s bed
Inroom # 683, Interview with aide #2 during the
observations revealed the linen was dirdy. Alde
#2 rapliad " the linen is not supposed to be put
on the floor. *

Observations on /1013 at +1:07 AM revealed
the melal cart with the stacked linen was moved
from room #683 to room #687. This was the only
metal cart observed on the hallway on 1/10/13.

Intervisw with aide #2 on 110713 at 11:10AM
revealed she had put clean linen on the metal
carl fo take down the hall and used It for differant
residents on her assignment, Continued
interview rovealed she had left it In a resident's
foom. Alde #2 was asked "How were you tralned
1o handls claan flinen?" She replied "Get the finen
from the cart, take it down the hall. Onceitlsina
resldent's raom, it should not be brought back
out" She further staled she did this practice to
save tims golng up and down the hall.

Interview with Administrative stalf member #1 on
111013 at 2:00 PM revealed the stalf was
expocted (o go to the linen closst fo get clean
linen. A clean linen closet was localed at the top
of the hall. The slaff could keep the dirly linen
cari at the roont where thay were working. If slaff
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F 441 | Continued From page 34 F 441
nsaded to ransport dirly linen down the hall, they
could use slther a plllow case or a plastic bag.
Her expectation of staff would be lo putthe dirly
linen in the dirly linen cart. Further interview
revealed the staff was nol to lake clean linen
¥oom 1o room.
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INITIAL COMMENTS

K 0G0

This Life Safsety Code{LSC) suivey was
conducted as per The Code of Federal Register
at 42CFR 483,70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type | (211}
construction, 3 story building without a complste
aufomatic sprinkler system.

The facllity at the time of the inspection did not
have 100% sprinkler coverage. ’

On August 13, 2008, the Center for Medicare
& Medicaid Services {CMS) published a final rule
entitled " Medicare and Medicaid Programs:; Fire
Safety Requirements for Long Term Care
Facilities, Automatic Sprinkler System, "

This regulation requires all long term Facilities
to be equippad with a supervised automatic
sprinkler systemn by August 13, 2013, installed in
accordance with the 18%edition of the National
Fire Proteclion Association ' s (NFPA) " Standard
for the Installation of Sprinkler System ”
{(NFPA13),

Faciliies with existing sprinkler systems
should review their sprinkler system to determine
if they meast the requirements of the 1992 edition
of -NFPA 13.

Web Link - ‘
https:/imww.cms.govisurveycertificationgeninfo/d
ownloads/scletter08-04.pdf

The deficlencies determined during the survey
are as follows:

K 0291 NFPA 101 LIFE SAFETY CODE STANDARD
88=F

K 029

One hour fire rated construction (with % hour

LAEORATORY DIRECTORS OR PROVIDETUSUPFLIER REPRESENTATIVE' SIGNATURE 5 L X6) DATE
e /4?-"""’7,,-14‘5%%"‘. z/9/7 3

e
I

Any deficiency statement énding with an asterlsk {*) denotes a deficiency which the Institution may be excused from corracting providing It Is delermined that

olher safeguards provide sufficient prolection 1o tha palients. (See Insteuctions.) Excepf for nursing homes, the findings stated above are disclosable 90 days

foliowing the dale of survey whelher or not a plan of correction is provided. For nursing hofnes, the above findings and plans of corzaction are disclosable 14

days following the date thase documents are mads avalfable to the fadllity. If deflclenclas are cited, an approved plan of comection Is requisite to continued

program parilcipation,
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K 029 | Continued From pags 1 Kozo| 1. The soiled laundry chute Yy I ﬁ'f I3
fire-rated doors) or an approved automatic firg discharge room will be.
extingulshing system in accordance with 8.4.1 sprinkled.
and/lor 19.3.5.4 protects hazardous areas. When . ded hinges and a
the approved automatic fire extingulshing system .. 2. Spring loaded hing
option is usad, the areas are separated from new door latch will be
other spaces by smoke resisting parlitions and installed
doors, Doors are self-closing and non-rated or .o ‘
field-applied protective plates that do not exceed All other non sprinkled rooms
48 inches from the bottom of the door are I were checked to meet the

permitted.  18,3,2,1 sprinkling requirements and an

ongoing checklist will he done.
All doors are on a checklist for

This STANDARD Is not met as evidenced by: monitoring by environmenta!
Based on observation on Friday 2/22/13 at services for correct closures
approximately 9:00 AM onward the following was

notad: and working latches.

1} The solled laundry chute dischargs room is ’ Any concerns wilt be brought
not covered with sprinkler protaction. alit

2) The storage room corridor door B424y., was tothe Quarterly.Qu Y

not self closing;and the latching hardware was Assurance meeting.

net in good condition.

42 CFR 482.41(a)

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 : . _
§8=£ : Due to new construction, as of N ] A
| Exi{ access is arranged so that exits are readily . March 19" statrwell #5 will no
accassible at all imes in accordance with section .
7.4 1921 : longer be a reguired exit,

This STANDARD Is not met as evidenced by
Based on observation on Friday 2/22/13 at
approximately 8:00 AM onward the following was

FORM CMS-2367(02-99) Previous Versions Obsolate Event 1D X3DH21 Faedity ID: 922951 If conlinuation sheel Page 2of &
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K 038} Continued From page 2 K 038
noted: :
1) Exit stairwalt #5 did not have a solid surface
walkway leading to the public way,
42 CFR 482.41(a) . .
K 045 [ NFPA 101 LIFE SAFETY CODE STANDARD K045 1, Due to new construction, as of L{ . ( (3
8-k N ' ' March 19" stalrwell #5 will no / (]
filtrination of means of egress, including exit od exit
discharge, is arranged so that faflure of any single longer be a required exit.
Hghting fixture (bulb) wilt not leave the area in 2. Forlevel 5 front exita 2 bulb
darkness, {This does not refer to emergency , talled
Hghting in accordance with section 7.8.)  19.2.8 lighting fixture will be Ins
meeting the 1 foot candle
criteria this fixture will be
connected to the Jife safety
This STANDARD Is not met as evidenced by: system,
Based on cbservation on Eriday 2/22/13 at ;
approximately 9:00 AM onwerd the following was All other exit areas were
noted: thecked for proper
1} The exit discharge Hlumination was observed Humination.
as noncompliant: There was no exit discharge ) : K :
lignting at stairwell #5 exit, There will be weekly checksto
2} The slde walk leading from level § front exit make sure exit lighting is
dining room was not iluminated to the public way. working properly. i
Lighting must be arranged to provids light from Any concerns with proper exit
the exit discharge Isading to the public way iehting will be brought to the
{parking lot). The walking surfaces within the exit lighting wi ;
discharge shall be illuminated to values of at [east Quarterly Quality Assurance
1 fl-candle measured at the floor. Fallure of any meeting.
singls lighting unit does not result in an
ilumination level of less than 0.2 fl-candles in any
designated area. NFPA 101 7.8.1.1, 7.8,1.3, and
1.8.1.4.
42 CFR483.70(a)
K 144 | NFPA 101 LIFE SAFETY COD¥E STANDARD K144
FORM CMS-2567(02-99) Pravious Verslons Obsolate Event |D:K30H21 Facility 10; 822061 If continuation shee! Page 3 of &
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K 144 | Continued From page 3 Ki44| 1 On day of survey contracted L”%! 13
85=F generator company came and
Generators are inspected weskly and exercised corrected time frame issue.
under joad for 30 minutes per month in
accordance with NFPA 99,  3.4.4.1, Weekly generator checks wil
be conducted.
{see attachment 1)
- +2. Onsame day of survey
contracted generator company
also corrected annunciator ;
panel. Weekly checks are also |
nel. i
This STANDARD is not mel as evidenced by: done on panel !
Based on observation on Friday 2/22/13 at - (see attachment 1} ;
appraximately 9:00 AM onward the following was Any generator concerns will be |
noted: d at the Quarter] !
1) The emergency generator when tested under reported at the Qua .y
load took in excess of 11 seconds to transfer Cuality Assurance meeting.
from normal power fo emergency power,
2) Upon testing the smergency genarator under
load the genarator annunicator panel did not
indicated generator supplying emergency power
whan connected.
42 CFR 482.41(a)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
S$8=D .
Electrical wiring and equipment is in accerdanca
with NFPA 70, National Electrical Code, 9.1.2°
This STANDARD is not met as evidaenced by;
Based on chservation on Friday 2/22/13 at
approximately 9:00 AM onward the following was
‘I noted:
1} The oven in the activity room was not equipped
FORM CMS-2567(02-99) Previous Varsions Obsolela Event ID:K3DH21 Faclity iD: 922961 if continuation sheet Page 4 of 5
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with a disconnect swilch thal would prevent the
stove from being turned on accidentaity whan not
in use,

42 CFR 482.41(s)

K 147| Adisconnect switch has been instailed L” (5! 1%

to the oven in the activity room. All

‘other appliances accessible to 7

residents have been checked to insure -

Zhat they have an emergency shut off

or have been taken out of service.

i Environmental services will monitor all

* appliances accessible to residents for
proper safety disconnects, Any

- concerns will be brought to the ‘

Quarterly Quality Assurance meeting.
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